OBJECTIVE: 1) To learn about post-tonsillectomy morbidity based on the technique of surgery. 2)To identify risk factors associated with secondary post-tonsillectomy bleeding. METHOD: Retrospective chart review of all children who underwent harmonic scalpel and cold steel tonsillectomy with or without adenoidectomy between 2004 and 2006. Patients were identified from theatre log book. Data included demographics, indication and type of surgery, duration of hospital stay, re-attendance and readmission, and management of complications. SPSS was used for data collection and analysis. RESULTS: A total of 933 (65%) patients underwent cold steel and 497 (35%) patients had harmonic scalpel tonsillectomy. There were 738 (51.6%) females and 692 (48.4%) males with a median age of 6.6 years (IQR 4.5 9.6). Main indications for surgery were recurrent tonsillitis, obstructive sleep apnea, and obstructive symptoms such as snoring and nasal blockage. Primary hemorrhage occurred in 10 patients in the cold steel group and they required a general anesthetic for hemostasis. The secondary post-tonsillectomy bleeding rate was 5.5% in cold steel compared to 8.0% for harmonic scalpel technique. When added to a stepwise logistic regression model, age was the only significant factor influencing the risk of secondary bleeding. The odds ratio indicates that the older patients are more likely to develop secondary bleeding (OR 1.09; 95% CI, 1.02 1.16). CONCLUSION: Our post-tonsillectomy bleeding rates are comparable to the published results. Based on our data, tonsillectomy technique does not appear to statistically influence the secondary post-tonsillectomy bleeding risk.
OBJECTIVE:
To develop an evidence-based model for predicting negative bronchoscopy findings in patients with recurrent croup. METHOD: Retrospective chart review was performed on 124 patients who received consultations for recurrent croup between 2000 and 2009. Bronchoscopy findings were categorized as normal, mildly abnormal (non-obstructing subglottic cysts or grade I subgottic stenosis), moderately abnormal (grade II subglottic stenosis), or severely abnormal (grade III to IV subglottic stenosis). RESULTS: Of the 124 consultations for recurrent croup, 81 patients (average age ϭ 3.5 years) proceeded with diagnostic bronchoscopy. Normal examinations occurred in 33/81 (41%). Abnormal findings were encountered with the following frequency: mildly abnormal 40/81 (49%), moderately abnormal 6/81 (7.5%), and severely abnormal 2/81 (2.5%). Relative risk (RR) of either moderately abnormal or severely abnormal findings was increased for patients who had a history of pre-vious intubation (RRϭ9.8; pϭ.002), prematurity (RRϭ6.4; pϭ.01), or inpatient consultation (RRϭ3.9; pϭ.049). The rate of moderately or severely abnormal findings in patients without the risk factors of prematurity, previous intubation, or significant comorbidity was 0/45 (0%; CIϭ0 to 9.3%). However, mild abnormalities in this group were encountered in 23/45 (51%). CONCLUSION: A high index of suspicion for significant abnormalities should exist for patients with risk factors of previous intubation, prematurity, and current hospitalization. Mild airway abnormalities are common in children with recurrent croup and cannot be ruled out based on history. However, for patients without a history of previous intubation, prematurity or comorbidities, the likelihood of finding a significant abnormality is quite low. A predictive model based on this evidence is discussed.
Predictors of Prolonged PACU Stay After Adenotonsillectomy
Eric Jaryszak, MD, PhD (presenter); Lina Lander, ScD; Anju Patel; Sukgi Choi, MD; Rahul Shah, MD, FAAP OBJECTIVE: 1) To understand factors resulting in prolonged recovery room times in patients undergoing outpatient adenotonsillectomy. 2) To identify areas of improvement within the ambulatory system to facilitate efficient patient care. METHOD: One-hundred ninety consecutive patients undergoing adenotonsillectomy by one of two attending surgeons at an outpatient ambulatory surgery center were enrolled. In each patient we measured time spent in the recovery room. Upper and lower deciles of recovery room times were isolated and 21 variables were analyzed to determine predictors of prolonged recovery time. Univariate and multivariate analyses were performed. RESULTS: Of the 190 patients, 22 patients were in the lower decile (mean recovery room time of 63 6 min) and 17 patients were in the upper decile (155 40 min, P Ͻ 0.0001). Of the 21 variables analyzed, post-anesthesia care unit (PACU) nursing staff was the only significant predictor of prolonged recovery room time. Compared with one PACU nurse, other nurses (N ϭ 5) predicted a longer recovery time (OR ϭ 10.8, 95% CI 2.0 59.5, P ϭ 0.0017). This association remained significant when controlling for anesthesiologist and surgeon (OR ϭ 8.8, 95% CI 1.5 50.9, P ϭ 0.0072). There were no patient complications. CONCLUSION: Recovery room times after outpatient adenotonsillectomy vary significantly. Of 21 potential predictors, only the human factor (PACU nursing staff) predicts prolonged recovery room times, independent of surgeon and anesthesiologist. Development of standardized protocols for nurses to use for discharge has the potential to increase throughput for adenotonsillectomy patients in an outpatient surgery center setting.
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